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Abstract 
The Patient Protection and Affordable Care Act supports the integration of community health work-
ers (CHWs) into the health care workforce, but little is known about integration and current roles of 
CHWs among employers in community settings. This analysis of 97 employers described the roles 
of CHWs in Nebraska and found significant differences between CHWs practicing in rural and urban 
areas in organization types employing CHWs, funding sources, and minority populations served. 
The findings suggest that the utility of CHWs is widely recognized among employers, but deliberate 
support will be needed to better define the roles of CHWs to meet the needs of the increasingly 
diverse demographic. 
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The Patient Protection and Affordable Care Act (PPACA) has supported the integration of 
community health workers (CHWs) into the health care workforce by putting an emphasis 
on community-based care in efforts to reach underserved communities. The PPACA aims 
to improve access to health care services for all, especially low-income, underserved, un-
insured, minority, health disparity, and rural populations. CHWs have been shown to pro-
vide cost savings, increase access to care, and reduce unnecessary health service utiliza-
tion.1–4 There are an estimated 56,130 CHWs in the United States,5 although these are 
conservative estimates considering they do not account for unpaid or volunteer CHWs. 
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However, little is known about the integration and current roles of CHWs among employ-
ers in health care and community settings, where the majority of studies have highly fo-
cused on achieving health outcomes, disease management, and cost-effectiveness rather 
than the activities of CHWs.6–9 Integrating CHWs will be key as the health care system 
moves toward new health care models that focus on delivering cost-effective and timely 
care, such as the Patient-Centered Medical Home or the Integrated Primary Care and Com-
munity Support (I-PaCS). 
CHWs’ roles are expansive and can be integrated into a variety of different facets within 
the health care system as trusted community leaders, including facilitating data collection, 
program enrollment, community outreach, care delivery, disease management, care coor-
dination, assisters/navigators for insurance programs, and provision of culturally and lin-
guistically appropriate, patient- and family-centered care.10 To better inform policy and 
program efforts in reaching the populations emphasized in the PPACA, more rigorous 
methods for monitoring are needed to help identify the populations CHWs are serving 
and the activities they regularly perform. State-level surveillance creates opportunities that 
affect the training and deployment of health professionals, plan for educational programs, 
shape regulatory policies, identify shortage areas, forecast employment needs, create jus-
tification for funding, and evaluate the impact that policy decisions have on CHW work-
force.11 Accurate information about a state’s current workforce is necessary to evaluate ex-
isting efforts of incorporating CHWs into the continuum of care and to plan for future 
employer needs in these efforts. 
CHWs are critically important in rural areas with limited health care services by acting 
as liaisons between providers and consumers and providing culturally competent care. 
Rural health is recognized as one of the 14 health disparities by Healthy People 2020, and 
ensuring access to health care for rural communities has been a persistent challenge across 
the United States. When compared with urban populations, rural populations face geo-
graphic isolation, high rates of health risk behaviors, lower socioeconomic status, higher 
rates of chronic disease, and overall poor health, coupled with lower rates of health insur-
ance and employer-provided health care coverage, and have been plagued by chronic health 
care provider shortages.12 These challenges contribute to higher incidences of disease and 
disability, increased mortality rates, lower life expectancies, and higher rates of pain and 
suffering than their urban counterparts.12 Nebraska is a largely rural state with 87 of 93 
counties either entirely or partly rural.13 About 35% of the population lives in rural areas, 
making Nebraska a good model to study rurality and how to decrease the health disparity. 
There have been no studies that have reported the differences in roles of CHWs working 
in urban and rural settings nor whether any difference exists within the regular daily ac-
tivities. The objective of this study was to determine the roles of CHWs in Nebraska, in-
cluding activities regularly performed and populations served. Furthermore, an explora-
tory analysis was conducted to determine whether any differences exist between CHWs 
practicing in rural and urban areas. 
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Methods 
 
This study uses secondary data collected as part of the Community Health Worker Em-
ployer Survey and contains questions related to workplace environment, priorities, and 
perceived needs and support. Workplace environment and priority questions were adapted 
from the Public Health Workforce Interests and Needs Survey (PH WINS).14 Survey ques-
tions related to employers’ perceived need and support for CHWs were adapted from 
Douglas County Health Department CHW Survey in Nebraska. 
In March 2017, the survey was sent to 500 employers identified to be potential employ-
ers as well as potential future employers of CHWs in rural and urban settings, including 
local health departments, health care organizations, churches, schools, and University of 
Nebraska–Lincoln (UNL’s) Cooperative Extension. Details on purposive sampling are de-
scribed elsewhere; briefly, the survey was sent via postal mail to individuals identified as 
an appropriate person who either managed or supervised CHWs or would be in a position 
to supervise a CHW through website evaluations and contacting community partners via 
telephone and e-mail.15 Follow-up postcard reminders were sent after 1 week, and replace-
ment surveys were mailed to nonrespondents 3 weeks after the initial survey mailing in 
efforts to increase the response rate. 
There were 240 employers that returned the survey, resulting in a response rate of 
48.4%. The study included those employers that identified employing CHWs in urban and 
rural areas, which could include volunteer, current employees, or recently employed CHWs. 
Those respondents that did not identify the rurality of which their CHWs’ practice were 
excluded from the study. This study explores the differences between urban and rural 
CHWs’ activities, populations served, employer characteristics, and support for CHWs. Of 
the employers that responded to the survey, 97 identified having CHWs working in rural 
and urban areas. Organizations that identified employing CHWs who practiced in urban 
and suburban areas were classified as urban, and those organizations that employed CHWs 
who only practiced in rural areas were classified as rural. The question provided in the 
survey was as follows: “Please indicate below which of the following settings CHWs in 
your organization work in regularly.” Organization type was reported in the survey. 
Health care organizations in clinical settings include hospitals (n = 1), Federally Qualified 
Health Centers (FQHCs) (n = 1), and health clinics (n = 1). Data summary statistics and 
bivariate analyses were performed using Stata/IC v.14.1. Frequency distributions were an-
alyzed. The χ2 test was used to assess the associations between the categorical variables 
and rurality. Fisher’s exact test was used in situations where cell counts were fewer than 5 
in 1 or more cells. 
 
Results 
 
Table 1 describes employers of CHWs and the populations the CHWs target in rural and 
urban areas. The majority of organizations that currently employ CHWs were from local 
health departments (32%), followed by schools (22%), community-based organizations 
(20%), congregations/faith-based organizations (9%), University of Nebraska Extension 
(5%), and clinical settings (3%). There were significantly more schools that employ CHWs 
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in rural settings (31%) than located in urban settings (13%) (P = .03). Furthermore, there 
were significantly more churches/faith-based organizations that employed CHWs practic-
ing in urban settings (15%) than in rural settings (2%) (P = .02). 
 
Table 1. Descriptive Statistics of Employers of Community Health Workers among Urban and 
Rural Areas in Nebraska 
Variable 
Total (N = 97), 
n (%) 
Rural (n = 45), 
n (%) 
Urban (n = 52), 
n (%) P 
Organization type     
   Local health department 31 (32) 17 (38) 14 (27) .25 
   Community based-organization 19 (20) 9 (20) 10 (19) .92 
   School 21 (22) 14 (31) 7 (13) .03a 
   Congregation and faith-based 
      organizations 
9 (9) 1 (2) 8 (15) .02a,b 
   University of Nebraska Extension 5 (5) 0 (0) 5 (10) .05b 
   Clinical setting 3 (3) 2 (4) 1 (2) .59b 
   Other 9 (9) 2 (4) 7 (13) .12b 
Funding     
   Government 74 (76) 34 (76) 40 (77) .93 
   General operating budget 66 (68) 30 (67) 36 (69) .97 
   Private 31 (32) 10 (22) 21 (40) .04a 
   Fee for service 27 (28) 12 (27) 15 (29) .81 
   Other 4 (4) 3 (7) 1 (2) .28b 
Targeted ethnic groups     
   White 84 (87) 40 (89) 44 (85) .08b 
   Hispanic or Latino 71 (73) 31 (69) 40 (77) .80 
   Black 54 (56) 16 (36) 38 (73) .001a 
   Native American 44 (45) 21 (47) 23 (44) .88 
   Asian 35 (36) 12 (27) 23 (44) .11 
   Pacific Islander 15 (15) 8 (18) 7 (13) .48 
Targeted populations     
   Women 87 (90) 39 (87) 48 (92) .17 
   Men 84 (87) 37 (82) 47 (90) .22 
   Minorities 81 (84) 36 (80) 45 (87) 1.00 
   Family 72 (74) 34 (76) 38 (73) .96 
   Elderly 58 (60) 26 (58) 32 (62) .54 
   Pregnant women and new parents 55 (57) 24 (53) 31 (60) .65 
   LGBT 43 (44) 15 (33) 28 (54) .08 
Targeted age groups     
   Adults 79 (81) 36 (80) 43 (83) .57 
   Seniors 60 (62) 27 (60) 33 (63) .68 
   Infants/young children 51 (53) 26 (58) 25 (48) .28 
   Adolescents 49 (51) 27 (60) 22 (42) .03a 
Abbreviation: LGBT = lesbian, gay, bisexual, and transgender 
aStatistically significant: P < .05 
bFisher’s exact test was used; insufficient cell count in 1 or more cells 
 
The major funding source for CHWs was government funds (76%), followed by general 
operating budget (68%), private (32%), fee-for-service (28%), and other (4%). Other funding 
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sources identified by employers were grants (n = 2), state health hub funds (n = 1), insur-
ance (n = 1), school state and federal funds (n = 2), and nonprofit (n = 1). Employers with 
CHWs practicing in urban settings more frequently were funded from private funds (40%) 
than their rural counterparts (22%) (P = .04). 
When looking at populations served by CHWs, there were no significant differences in 
working with gender or minority groups between those employers with CHWs practicing 
in urban and rural settings. However, there were significant differences between specific 
ethnic/racial minority groups. Employers with CHWs practicing in urban areas worked 
more frequently with black populations (73%) than their rural counterparts (36%) (P = .001). 
Employers with CHWs practicing in rural areas more often worked with adolescents (60%) 
than employers with CHWs practicing in urban settings (42%) (P = .03). 
Table 2 summarizes the workplace environment for supporting CHWs regarding edu-
cational and networking support. Almost all employers reported encouraging continuing 
education (93%), allowing use of working hours to participate in training (93%), paying 
travel and/or registration fees for training (94%), and providing onsite training (89%). 
About three-fourths (74%) of employers include education and training objectives in per-
formance reviews. More than half (57%) of employers require continuing education for 
CHWs. About two-thirds of employers have positions responsible for training (66%) and 
provide recognition for achievement to CHWs (68%). About 41% of employers reported 
providing education at the beginning of employment to CHWs within their agencies, and 
about a quarter (24%) reported offering education outside of their agencies. 
 
Table 2. Workplace Environment in Supporting CHWs among Urban and Rural Areas in Nebraska 
Variable 
Total (N = 97), 
n (%) 
Rural (n = 45), 
n (%) 
Urban (n = 52), 
n (%) P 
Education     
   Require continuing education 55 (57) 29 (64) 26 (50) .11 
   Encourage continuing education 90 (93) 45 (100) 45 (87) .11 
   Include education and training objectives 
      in performance reviews 
72 (74) 36 (80) 36 (69) .42 
   Allow use of working hours to participate 
      in training 
90 (93) 43 (96) 47 (90) 1.00 
   Pay travel/registration fees for training 91 (94) 44 (98) 47 (90) 1.00 
   Provide on-site training 86 (89) 40 (89) 46 (88) .62 
   Positions responsible for training 64 (66) 30 (67) 34 (65) .98 
   Recognition for achievement 66 (68) 29 (64) 37 (71) .23 
Networking opportunities with other CHWs     
   Offer group training session with other 
      organizations 
51 (53) 22 (49) 29 (56) .49 
   Open discussions with other agencies 52 (54) 22 (49) 30 (58) .08 
   Public Health Association of Nebraska 
      CHW section meeting 
23 (24) 15 (33) 8 (15) .03a 
   Regular meetings with local area CHWs 30 (31) 13 (29) 17 (33) .43 
   Conferences 55 (57) 26 (58) 29 (56) .43 
Need to hire more CHWs 65 (67) 33 (73) 32 (62) .21 
Abbreviation: CHW = community health worker 
aStatistically significant: P < .05 
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As illustrated in Figure 1, employers with CHWs practicing in urban areas more fre-
quently provide education to CHWs upon employment within their agency (50%) than 
their rural counterparts (31%) (P = .04). In contrast, employers with CHWs practicing in 
rural areas more frequently provide education upon employment of CHWs outside of their 
agency than their urban counterparts but at relatively lower frequencies (31% and 17%, 
respectively) (P = .04). 
 
 
 
Figure 1. Education opportunities at the beginning of employment for CHWs among ur-
ban and rural areas in Nebraska. aStatistically significant: P < .05; values do not add up to 
100% because some employers did not offer training or did not know. CHW indicates 
community health worker. 
 
Employers less frequently reported activities to support networking opportunities for 
CHWs than educational support within their workplace environment. Conferences (57%) 
were the most frequently reported networking opportunity by employers. Half of employ-
ers reported having open discussions with other agencies (54%) and offering group train-
ing sessions with other organizations (53%). Less than one-third of employers reported 
having regular meetings with local area CHWs (31%) and attending the Public Health As-
sociation of Nebraska (PHAN) CHW section meeting (24%). However, employers with 
CHWs practicing in rural areas more frequently attended the PHAN CHW section meeting 
(33%) than their urban counterparts (15%) (P = .03). When asked about the need for CHWs 
at their organization, two-thirds (67%) of employers reported that they need to hire more 
CHWs. 
The majority of the employers identified that CHWs regularly performed activities as 
collaborating with other agencies (89%), educating and informing (88%), making referrals 
(82%), and performing data collection, entry, and/or analysis (81%). Relatively few em-
ployers reported that CHWs regularly engage in fundraising and/or grant writing (29%) 
and/or case finding and recruitment (28%). Other regularly performed activities are re-
ported in Figure 2. There were no significant differences in activities regularly performed 
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by CHWs between those organizations that employ CHWs practicing in urban and rural 
settings (data not shown). 
 
 
 
Figure 2. Regularly performed activities for community health workers among urban and 
rural areas in Nebraska. aP < .05. 
 
Discussion 
 
The PPACA aims to improve access to health care services for low-income, underserved, 
uninsured, minority, health disparity, and rural populations. However, there may not be 
enough support or definition in the roles of CHWs to provide a stable workforce structure 
to employ CHWs in community settings. Currently, Nebraska has adopted a set of core 
competencies and provides training resources and policy recommendations for CHWs, all 
of which serve to guide development of a growing workforce.16 There is still considerable 
flexibility in allowing employers or organizations to train CHWs as they see fit since there 
are a variety of needs CHWs can help fill. Similarly, there is variation across states in what 
has been implemented and adopted, while still others have proposed newer frameworks 
for advancing the profession.17–19 Two thirds (67%) of the study population reported the 
need to hire more CHWs, suggesting that the utility of CHWs is widely recognized among 
employers in Nebraska. Government funds (76%) and general operating budget (68%) 
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were the major sources of funding for CHWs. However, employers with CHWs practicing 
in urban settings were more frequently funded by private funds (40%) than their rural 
counterparts (22%) (P = .04). A multistate study found that CHWs’ activities and roles are 
not well understood by employers, making it a challenge to identify funding sources for 
CHW positions.20 Consequently, the majority of funding for CHWs is often “soft funding” 
that is short-term (such as grants), which creates positions for CHWs that are often unsta-
ble and temporary, affecting their ability to remain in communities.20 Identifying stable 
funding sources will be important for the sustainability of CHW positions within organi-
zations in community settings. Collaborative and networking opportunities with urban 
counterparts may help rural employers identify potential private funding sources for 
CHWs. Employers of urban practicing CHWs should be encouraged to collaborate with 
rural CHWs, especially at the PHAN CHW section meeting. CHWs practicing in rural ar-
eas more frequently attended the meeting (33% vs. 15%). Conferences (57%), interorgani-
zational training sessions (53%), and discussions (54%) may have good reach to CHWs 
practicing in rural and urban areas and should be used to disseminate information, imple-
ment targeted programs, gather feedback, and stimulate networking opportunities. Future 
studies should identify other barriers in hiring more CHWs and incorporating them into 
their current activities. 
This study examined the frequency at which minority groups are targeted by CHWs. 
Eighty-four percent of employers reported that their CHWs target minority groups, and 
less than half of employers reported targeting Native American (45%), Asian (36%), Pacific 
Islander (15%), and LGBT (lesbian, gay, bisexual, and transgender) (44%) groups. The ma-
jority of counties in Nebraska are experiencing a rising minority population, while the 
white/majority population is undergoing a decline.21 In fact, from 2000 to 2010, the popu-
lation minority share of total population growth was 95.4% in Nebraska, with Hispanic/ 
Latino populations experiencing the fastest population growth.21 Less than three-fourths 
(73%) of employers reported that their CHWs target Hispanic populations. Forecasting the 
needs of populations while anticipating the change in health care professionals, for both 
licensed and nonlicensed providers, will be important to inform policy makers, programs, 
and educational initiatives. Rural areas in Nebraska face severe health care workforce chal-
lenges into the future, where nearly one-fifth of physicians are older than 60 years, 18 of 
93 counties do not have a pharmacist, more than 60% of counties are designated shortage 
areas for family physicians, and all but 2 counties in the state have been designated to be 
shortage areas for at least one type of primary care specialty.22 CHWs have the ability to 
deliver culturally competent care and will be important to help meet the needs of the in-
creasingly diverse demographic in Nebraska coupled with the long-standing provider 
shortages across Nebraska. Emphasis on serving these specific minority populations in 
Nebraska may need reinforcement by health care and community workforce initiatives to 
meet the changing population demographics in Nebraska. 
Rural populations and health care providers face unique challenges because their pop-
ulations are older, are sicker, have higher rates of poverty, are more likely to be uninsured, 
have less education, and are largely covered by federally designated physician shortage 
areas.23,24 A recent study demonstrated that there is a negative correlation between the per-
centage of minority residence in rural areas with gaining new Rural Health Clinics (RHCs) 
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and FQHCs.25 RHCs and FQHCs help provide coverage in rural areas experiencing pro-
vider shortages, but the study showed that rural areas with higher minority residence were 
less likely to gain either clinic type to increase access to care. When examining the differ-
ences between rurality and populations targeted, employers with CHWs practicing in ur-
ban areas worked more frequently with black populations (73%) than their rural counter-
parts (36%) (P = .001). In Nebraska, the majority of black populations live in urban areas. 
It is projected by the US Census Bureau that the black/African American population will 
increase by 33% during the period of 2005–2025.26 With this projected increase, it will be 
important that deliberate attention be given in reaching minority populations before this 
persistent rural disparity continues to emerge across the spectrum of health care providers. 
Furthermore, research suggests that these rural racial/ethnic minority populations have 
been largely understudied and overlooked, resulting in generally more severe disparities 
in health and in health care access than their urban counterparts.27 Rural health disparity 
research should incorporate the distribution of specific minority groups in rural areas. 
More education and resources are needed for employers of CHWs to target minority pop-
ulations in efforts to avoid the reoccurrence of this inequity in accessing health care ser-
vices. 
Employers with CHWs practicing in urban areas more frequently provided education 
upon employment within their agency (50% vs. 31%) than those in rural areas, and em-
ployers with CHWs practicing in rural areas more frequently provided education outside 
of their agency (31% and 17%, respectively) than those in urban areas. This result is not 
surprising because rural areas have smaller populations to serve that limits their gains in 
revenue, have a more limited workforce due to the difficulty in recruitment and retention 
of health care professionals, and have less adequate capacity and resources for health plan-
ning due to financial and human-capital constraints.28–30 As a result, these constraints and 
limitations in resources may impact rural employers’ ability to offer education within their 
agencies, where they have to outsource their employee training more often than urban 
employers. In addition, the study found that there were significantly more churches/faith-
based organizations that employed CHWs practicing in urban settings (15%) than in rural 
settings (2%) (P = .02). Besides supporting religious activities, churches and faith-based 
organizations are trusted institutions where black populations seek support.26,27 Research 
has found that churches and faith-based organizations have been valuable venues to pro-
mote health programs among black populations.31,32 In Nebraska, black populations dis-
proportionately live in urban areas as compared with rural areas. This may be coupled 
with the fact that rural areas have limited access to resources and smaller congregations, 
making it more difficult for rural congregations and faith-based organizations to support 
the structure to involve CHWs. However, employers with CHWs practicing in rural areas 
more often work with adolescents (60%) than employers with CHWs practicing in urban 
settings (42%) (P = .03). This result may be observed because there were significantly more 
schools that employ CHWs in rural settings (31%) than those located in urban settings 
(13%) in the study populations (P = .03). Urban schools and organizations that work with 
youth may be important organizations to incorporate the use of CHWs for health topics 
such as mental health and suicide prevention,33 asthma control,34 preventing eating and 
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body image problems,35 promoting health behaviors,36 immunizations, health education, 
family planning, and other emerging community-specific adolescent health topics. 
 
Directions for future research 
 
The majority of the employers identified that CHWs regularly collaborate with other agen-
cies (89%), educate and inform (88%), make referrals (82%), and engage in data collection, 
entry, and/or analysis (81%). Relatively few employers reported CHWs regularly engage 
in fundraising and/or grant writing (29%) and/or case finding and recruitment (28%). 
There were no significant differences between activities regularly performed by CHWs in 
urban versus rural communities although the study at hand is subject to response bias 
where employers were asked to complete questions related to CHWs activities. The re-
sponses may represent generalizations about CHW functions within the organization but 
not the specific actions of individual CHWs. Future studies should gather detailed infor-
mation directly from CHWs regarding the frequency and time distribution of activities 
performed. This study helps provide preliminary information of activities regularly per-
formed, populations served, and support for CHWs from the employer perspective in Ne-
braska. 
Future studies should collect more comprehensive information to capture CHWs who 
work in multiple locations and split their time between locations. For example, some or-
ganizations that employ CHWs may be located in an urban area but CHWs may practice 
part of their time in rural locations. Future studies should include more comprehensive 
variables to assess service area of CHWs and rurality, such as county, census track, and 
zip code. Because of the limitations of the variables collected by the survey, the rurality of 
employers was classified as having urban practicing CHWs if they reported having any 
CHWs practicing in urban or suburban settings. Of the employers reporting employing 
urban practicing CHWs, 22 reported also having CHWs practicing in rural settings. A sen-
sitivity analysis concluded that all but one result held true after excluding the responses to 
employers that had CHWs practicing in both urban and rural settings (n = 22). There was 
no longer a significant difference between the frequency of providing education upon em-
ployment within their agency (P = .16) or outside of their agency (P = .16). The result had 
marginal significance (P = .047), and this difference may have resulted in the loss of power 
in the sample size. Organizations located in urban areas typically have more resources and 
human capacity to offer educational opportunities within their organization. A larger sam-
ple size could provide more power to determine the impact of rurality on ability to offer 
education within organizations for CHWs. 
For the purposes of this study, the sample included the responses of only those employ-
ers that had reported the involvement of CHWs in their organization. The information 
provided by this study can help support the development of a comprehensive sampling 
frame of employers of CHWs in Nebraska. There is a large body of literature demonstrat-
ing that CHWs are extremely beneficial when incorporated into clinical settings by provid-
ing cost savings, reducing waste, improving patient self-management skills, improving clin-
ical outcomes, and providing higher patient and physician satisfaction of overall care.1,37,38 
However, little is known about the types of community settings employing CHWs in 
T R O U T ,  C H A I D E Z ,  A N D  P A L M E R -W A C K E R L Y ,  F A M I L Y  A N D  C O M M U N I T Y  H E A L T H  4 3  (2 0 2 0 )  
11 
Nebraska. The strength of this study is to provide information from employers of CHWs 
in community settings, especially since CHWs focus on upstream prevention efforts. State-
level policy and support should work toward outlining more defined roles of CHWs and 
provide a framework for a broader integration of CHWs in clinical settings in Nebraska. 
Finally, because of the small sample size and limited information in the data set, the study 
was not able to control for other explanatory variables that may influence CHW activities 
and support, such as organization size and resources, patient characteristics, ownership, 
and affiliation. This exploratory study has identified potential factors that are influenced 
by rurality, such as funding, targeted populations, and networking and educational op-
portunities available for CHWs within organizations. 
 
Conclusion 
 
CHWs will be important actors to help meet the needs of the increasingly diverse demo-
graphic in Nebraska coupled with the long-standing provider shortages across rural areas 
of Nebraska. The utility of CHWs is widely recognized among employers in Nebraska. 
Government funds and general operating budget are the major sources of funding for 
CHWs, but it may not be enough to provide sustainable positions for CHWs within diverse 
community organizations. Identifying and securing stable funding sources will be im-
portant for CHWs to successfully incorporate into the continuum of care, especially in ru-
ral areas. CHWs and other nonlicensed providers should be incorporated into state level 
health professionals’ tracking and enumeration efforts to provide more comprehensive 
data. To direct workforce development efforts, health care stakeholders should work to-
ward better defining the roles of CHWs in rural and urban settings. Doing so will be im-
portant for CHWs to adopt their expanded role in serving as an integral part of the health 
care system, as recognized by the PPACA. Deliberate support should be given to better 
define the roles of CHWs in Nebraska with an emphasis on serving minority populations. 
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